High rates of TB amongst new arrivals to the UK require flexible, innovative responses that go beyond traditional biomedical models and take into account the needs of these heterogeneous groups. This article explores the merging of public health and human rights based approaches to TB control in response to the challenge of increasing rates of TB amongst new arrivals in the UK. Chronic Respiratory Disease 2008; 5: 49-51 TB control services Y Wang et al. 50 Chronic Respiratory Disease TB control services Y Wang et al.
High rates of tuberculosis (TB) amongst people born outside the UK have been the subject of alarmist media reporting. 1, 2 This 'hot topic' reviews the implications of high rates of TB amongst new arrivals for approaches to TB control. New arrivals include very heterogeneous groups: asylum seekers and refugees, illegal immigrants, international students and a recent influx of migrant workers from newer European Union countries. These groups have very varied experiences, languages and cultural attitudes to health. Furthermore they come from a diverse range of TB endemic countries in Eastern Europe, the Indian subcontinent and sub-Saharan Africa, where high rates of drug resistant disease have been reported. 3 The barriers new arrivals face in accessing formal health services need careful consideration if TB control approaches are to be effective.
The current biomedical approach to TB control emphasizes case-finding and case-holding. 4, 5 Pre-entry screening with radiography picks up a proportion of new arrivals with active TB disease, but its efficacy has been questioned. Seventy-seven percent of TB infections arise in migrants more than two years after arrival in the UK 6 and so will be missed by x-ray screening at the port of entry to the UK or at the point of departure from abroad. Some call for testing for latent TB infection by tuberculin skin testing or with the new interferon gamma release assays, but cost effectiveness of such an approach has not been appraised. [7] [8] [9] A second approach is to identify TB amongst new arrivals registering at GP practices, some of which have been particularly set up with asylum seekers in mind. 10 However, new arrivals may be hampered by language barriers, a lack of knowledge of TB symptoms and how to register at GP practices. 11, 12 Even when new arrivals are registered, GP practices may have an inconsistent approach to screening, often lack the ability to handle large numbers and be unable to offer free health services for failed asylum seekers. 13 A third approach, involving tracing the household contacts of smear positive individuals who are potentially infectious, has also proved challenging with these groups whose addresses rarely remain constant.
These three approaches must be supplemented by making it as easy as possible for new arrivals who develop symptoms to access diagnosis and treatment in the months and years after they become resident in the UK. This means that service providers need to clearly understand the social circumstances around new arrivals and adapt accordingly. Frequent internal displacement provides a significant barrier both to accessing health information and to starting and continuing TB treatment. Asylum seekers are subject to the dispersal policy 14 and to frequent enforced relocations, whereas some migrant workers may feel the need to change locations due to the nature and availability of their work. These movements, whether enforced or voluntary, lead to disruption of supportive informal social REVIEW SERIES: The Politics of TB TB control services need tailoring for new arrivals, not vice versa networks and prevent the development of constructive relationships between new arrivals and formal health service providers. The exploitative working and living conditions of migrant groups in the UK has been the subject of recent debates and documentaries. 15, 16 Frequent movement and problematic living and working conditions potentially threaten the physical and emotional well-being of migrant groups and can lead to a downward spiral to poverty. This situation increases vulnerability to TB as well as the risk of infectious, potentially drugresistant, 3 pulmonary TB cases remaining untreated. Analysis of qualitative interviews conducted with new arrivals with TB in Liverpool and Southport showed that many patients faced challenges in both registering and using GP services. A common theme emerging from the interviews was the importance of social and community support in both TB care-seeking and adherence. Interviews were also conducted with leaders of community organizations who stressed the need for new strategies and additional resources to enhance community awareness on TB, especially amongst new arrivals.
TB control strategies that rely too heavily on biomedical approaches and lack the flexibility to respond to the multiple constraints faced by migrants have been shown to fail in the US 17 and are likely to also fail in the UK. There is a need to adapt these biomedical approaches to better meet the needs and realities of diverse migrant groups. Much can be learnt from resource poor contexts where innovative partnerships between national TB control programmes and a range of different providers have been developed to bring tuberculosis services closer to marginalized and vulnerable groups. For example partnerships with grocery store owners have supported the identification of TB cases amongst poor groups in urban Malawi 18 and improved adherence to treatment in South Africa. 19 These approaches could be adapted to the UK context, for example, community pharmacies and sellers of over-the-counter medicines might be specifically engaged in case-finding and treatment approaches.
Rather than vilification in the press, what is needed is a merging of public health and human rights based approaches to reflect the realities of day-to-day living of these diverse and vulnerable groups. This requires not only further resources but also further dialogue with migrant communities, thinking outside of the box and the piloting of new and innovative approaches. The recent waiving of prescription charges for all antituberculous medications is an excellent and necessary step forward, but it is not sufficient. Consider the example of migrant workers on work visas, they are not eligible for social support if they are unable to work. If they have smear-positive TB, they may be physically able to work, but barred from doing so by their infec-tious status, which also prevents them from travelling by air back to their country of origin. If no provision is made to support such cases, we are forcing them to go underground in order to earn enough for accommodation, food and medications. This will only lead to onward TB transmission and poor adherence to treatment. Consider also the example of health care workers 20 and of international students who very often work shifts in health care settings (such as nursing homes) alongside their full-time studies in order to supplement meagre studentships. We should be considering policies and interventions targeted specifically at student health services in Universities, which promote early registration and frequent reviews in the first two years after their arrival in the UK. Without new strategies and innovation, TB Control in the UK will be ineffective, unsustainable and inequitable.
